Dr Herbert E Reiss (London) said that in collaboration with Mr L J Butler, cytogeneticist at the Queen Elizabeth Hospital for Children, he had gained experience at Hackney Hospital in chromosome studies of fetal tissues first from a study of spontaneous abortion cases and later from tissue culture of fetal cells harvested at amniocentesis prior to termination of pregnancy by intra-amniotic hypertonic saline instillation (Butler & Reiss 1970) .
Having elaborated a satisfactory technique they had embarked on a study of foetal sex and chromosome abnormalities. This diagnostic service should be available to women with previous affected babies, to known carriers of chromosome translocation and to women over 40 years of age.
Maternal risk was negligible, but there were distinct fcetal risks, mainly isoimmunization and abortion. The main issues to be settled were:
(1) Route, vaginal or abdominal. Here he disagreed strongly with Dr Scrimgeour: the vaginal route carried a much greater risk (Riis & Fuchs 1966) . Following the vaginal approach abortion had been described in other series and had occurred in one of his cases.
(2) Timing. He considered 14-15 weeks the best time: before this the transabdominal approach was difficult, the number of viable feetal cells harvested was small, and the risk of spontaneous abortion (wrongly attributed by the patient to the amniocentesis) was greater.
(3) Liquor volume to be removed. The only constant factor about liquor volume in early pregnancy was its enormous variability (Reiss 1969) . Valenti and Nadler (personal communication) removed about 45 ml amniotic liquor. He preferred to estimate uterine size bimanually and remove a volume dependent on the findings. Generally this was about 20 ml which proved safe and provided an adequate viable foetal cell count.
The benefits of the procedure consisted not only in the elimination of the abnormal but also in the reassurance of the mother carrying a foetus with a normal karyotype. However, the emotional stress on all involved in this type of work was great, particularly when the question of termination arose.
Finally Mr Reiss said the cytogeneticists had to answer the following questions before what was a pilot study could become a general screening programme: (1) What is the success rate in establishing foetal cell cultures? (2) How reliable are the results? (3) How can the time gap between amniocentesis and result be reduced? (4) What is involved in terms of cost and personnel?
Mr L J Butler (Queen Elizabeth Hospital for Children, London E2), in reply, said that despite their own figure of 95 % and especially the average for all units of about 80 %, in his opinion the success rate was not sufficiently high for large-scale random surveys on women over 35 because women in the 35-40 year age group had a less than 2% chance of carrying a feetus with a chromosome abnormality and the risk of inducing abortion by amniocentesis could be as high as 0 5-0 7 %. However, these figures were acceptable for women of exceptional reproductive age and for those of high genetic risk. In his experience failure was not due to poor or no growth of the primary cell cultures, infections or blood contamination, but almost entirely to a lack of good mitotic activity after a medium change or subculture. In this connexion, he hoped that a technique would become available to improve cell synchrony in the exceptional cultures. One hazard of the heavily blood-contaminated specimen was for partial clotting to occur in the container before it could be centrifuged, thus leading to substantial cell loss.
The different sera used were often implicated as a cause of culture failure. He had found that ordinary membrane-filtered calf serum from a reliable source was perfectly adequate; he had
